The prevalence of "bedridden elderly" in Japan is at least three times higher than that of any other industrialized country. To decrease likelihood of being bedridden, it is important to cultivate and maintain the willingness of older disabled patients for rehabilitation and to preserve functioning in activities of daily living (ADL). The purpose of this study was to identify the factors influencing the willingness of Japanese and American institutionalized elderly with disabilities regarding rehabilitation, with respect to physical, goal-attainment, psychological and cultural aspects. These results were compared to examine cultural differences which might explain higher prevalence of the bedridden elderly in Japan.
. Assuming that the incidence of the bedridden among elderly people remains unchanged, it is predicted that the number of bedridden elderly in Japan will exceed one million nationwide by the end of this century and will reach approximately two million in the year 2025 (Ogawa,1990) .
Since "bedridden" affects the older person physically, psychologically, and economically (Blocker, 1992; Corcoran,1991; Olson, 1967) , it is imperative to develop solutions that will enable older adults to maintain "maximum independence" utilizing their residual functional capacity as much as possible, either with or without some assistance. However, due to ethical considerations, health service professionals or caregivers cannot force the older persons to utilize their ability despite the persuasive rationale for them to do so (Coy, 1989; Trostle, 1988) . Therefore, to decrease the likelihood of being bedridden, it is important to cultivate and maintain the willingness or motivation of older disabled patients for rehabilitation and to preserve functioning in activities of daily living (ADL).
In addition, the differences in cultural value or cultural dimension may be considered to play a role in the higher prevalence of the bedridden in Japan. However, no research has yet been conducted on this issue. Needless to say, it is undeniable that people inherit the characteristics of their own cultures. Nevertheless, Japanese and Americans do not necessarily possess all characteristics of Japanese culture and American culture, respectively (Azuma,1996) . There are various subcultures in each culture, and many belong to several different subcultures. In particular, large inter-individual differences are recognized among elderly people, implying that they are characterized as heterogeneous (Schaie and Willis,1991; Saxon and Etten,1987) .
The purpose of this study was to identify the factors influencing the motivation/willingness of institutionalized disabled older persons regarding rehabilitation training in terms of its physical factors, future goal attainment, psychological factors, and cultural values. These aspects were to be examined through the use of Japanese and American samples.
The results were to be analyzed through comparison between the two samples in order to identify cultural characteristics that might explain the higher prevalence of the bedridden elderly in Japan. ‡U Methods
Sample Selection
Six facilities in the Kanto district of Japan and three facilities in Tampa, Florida of the U.
S. that have rehabilitation therapy programs
were asked to cooperate in this study. In Japan, five out of the six facilities were cooperated: two geriatric health facilities and three rehabilitation units of general hospitals. In the U. S., two out of the three facilities were cooperated: a private nursing home (two units) and a nursing home (four units) attached to a Veterans Administration (VA) hospital. According to the reports by Maeda (1989) and Tilly and Stucki (1991) on long-term care facilities, the Japanese geriatric facilities and rehabilitation units of general hospitals are similar to nursing homes (skilled nursing facilities) in the U. S. in terms of care provided for the elderly with disabilities. The total bed capacities of the Japanese and American facilities were 276
and 342, respectively.
Residents or patients in these facilities who met all of the following criteria were selected and asked to participate: (1) age of 65 or over;
(2) victims of a stroke and/or hip fracture; (3) current participation in either a physical, kinesiotherapy and/or occupational therapy program; (4) adequate mental alertness enough to be able to communicate; and (5) at least one living family member.
Procedure and Analysis
The data were gathered using semi-structured interviews to the subjects and questionnaires administered to the nurses. The Barthel Index (BI). The Barthel Index was designed to measure functional ability in daily activities (Mahoney and Barthel, 1995) .
The original instrument contains 10 items and is scored in intervals of 5. After each item is scored separately, the scores are summed.
The score ranges from 100 indicating total independence to zero indicating total dependence in ADL.
Measure of Endurance/Energy. The nurses in charge of the selected respondents indicated the subjects levels of energy or endurance on their ADL according to four-grade system no endurance, endurance for moderate exertion with rest, endurance for moderate exertion without rest, and high endurance.
Goal Attainment.
The variables used to ascertain a future orientation in goal attainment were short-term goals, long-term goals, place for discharge, time to be discharged, discharge agreement with nursing staff, purpose of admission, and length of stay. In the interview, each subject responded to a question about the short-term goals ("What do you want to be able to do very soon?"), a question about the long-term goals ("What do you want to do in the rest of your life after you recover?") and questions about the rest of items.
As regards the discharge agreement with nursing staff, the subjects answers were examined to see if they agreed with those of the staff.
The Geriatric Depression Scale (GDS). The
Geriatric Depression Scale was designed specifically for rating depression in the elderly. It was developed by Yesavage et al. (1983) using an elderly population and contains no cans (Imai, 1990 ; Lebra, 1976 ; Ohnuki-Tierney,1984; Palmore and Maeda,1985 ; Stronach, 1989 ; Tobin, 1987 ; Tsuneyoshi, 1992) , three major dimensions of cultural orientation on which Japan and the U. S. seem to differ were selected: "dependence vs. independence," "prevention vs . spirit of challenge," and "conformity vs. nonconformity" or "homogeneous vs. heterogeneous." "Dependence vs. independence" also involves "family-orientation vs. individualism." "Conformity vs. nonconformity" also includes "harmony vs. conflict,"
and "self-sacrifice vs. (1) some point during the ongoing interviews.
As shown in Table 1 Chi-square test. Diseases that limit rehabilitation training, the presence of respiratory disease, heart disease, hypertension, and arthritis, were examined as well. Data were collected on the incidence of muscle contracture and/or pain as complications relating to limitations on rehabilitation training. As shown in Table 3 , significant differences between the willing and unwilling groups were found in the BI scores and endurance/energy among the Japanese sample, and endurance/energy and pain among the American sample.
The BI score range of all subjects was 0-100, with a mean score of 59.2 and a median of 65.0. The sample was dichotomized at the score of 60 to reflect lower independence (0-60) and higher independence (65-100) in ADL.
Japan. There was a significant difference between the BI scores and the willingness for 1999:65(1) independence. There were no subjects with no endurance in the willing group, while three (20.0%) were found in the unwilling group. The total percentage of subjects who showed high endurance and moderate endurance (endurance without rest) in the willing group was more than 50 %, whereas in the unwilling group the figure was 13.3%. No significant differences between the willing and unwilling groups were observed in terms of the incidence of these chronic diseases and pain. J S. There was a nonsignificant difference between the BI scores and the willingness for rehabilitation in the American sample. In both the willing and unwilling groups, there were high percentages of subjects with lower independence, 62.5% and 70.0%, respectively. A significant difference was found between willingness and endurance. There were no subjects with no endurance in the willing group, while there were four (40.0%) in the unwilling group. No significant difference was observed between willingness and the incidence of chronic diseases. The unwilling group, however, had a significantly higher percentage of subjects who experienced pain (70.0%) than the willing group did (25.0 %). either short-term or long-term goals. The major short-term goal was to perform selfcare. There was a higher percentage of subjects in the willing group who were planning to go home upon discharge (73.3%) than in the unwilling group (55.5 %). The percentages of subjects who had a specified date for discharge were low in both the willing and unwilling groups (13.3% and 10.0 %). However, no significant differences were found between willingness and either of these two variables.
The The examined issues concerning cultural orientation were filial responsibility toward parents and cultural dimensions, whether there was a conflict between the U. S. and Japan; conformity vs. nonconformity, prevention vs. spirt of challenge, and dependence vs.
independence (Table 6 ). In both Japanese and American samples, no significant difference was found between willingness and the GRPS, though there was a higher percentage of subjects with a high expectation of filial responsibility in the (2) Harmony vs. conflict
Questions on this cultural orientation were related to the approach to decision-making. In both Japanese and U. S. samples, a higher percentage of subjects in the willing group agreed with the statement that "I listen to my family and then decide what I should do" than in the unwilling group : 92.9% vs. 72.7% in the Japanese sample, and 100.0% vs. 71.4% in the U. S. sample, respectively. However, no significant differences were found between the two groups in both samples concerning this response.
(3) Self-sacrifice vs. self-assertion
In the Japanese sample, there was no significant difference between the two groups in the responses related to this issue. Some Japanese subjects commented, "It depends on the situation," or "I behave differently under different circumstances." Meanwhile, in the U.
S. sample, the percentage of people in the willing group who agreed that they felt free to ask for the help of others (90.9%) was over 30 points higher than that in the unwilling group (57.1 %). However, no significant difference was found in this response.
(4) Prevention vs. spirit of challenge No significant differences were found between the willing and unwilling groups in the Japanese sample concerning this issue.
One Japanese subject commented, "I fell before and it kept me from walking. I am very cautious to avoid falling." In the U. S. sample, the percentage of subjects in the willing group who agreed that they should challenge themselves to perform rehabilitation training (60.0%) was approximately 30 points higher than that in the unwilling group (33.3 %). However, no significant difference was found between the two groups in this response.
(5) Dependence vs. independence Japan. A significant difference was found regarding agreement with the statement, "I expect other people to help or take care of me all the time." Approximately 90% of subjects in the unwilling group (90.9%) expected to be helped by others all the time, in contrast to the willing group (44.4 %). However, a high percentage of subjects in both groups claimed to want to do as much as they could with their remaining ability (100% in the willing group, and 80% in the unwilling group). U S. The percentage of subjects who expected to be helped by others all the time was higher in the unwilling group (50.0%) than in the willing group (9.1 %), but no significant difference was found between the two groups.
(6) Family orientation vs. individualism There were no significant differences in the responses concerning this issue between the willing and unwilling groups in both Japanese and U. S. samples. However, in the U. S. sam-pie, the percentage of subjects in the willing group who agreed that "it is good for me to live with my children" (63.6%) was higher than that in the unwilling group (33.3 %). On the contrary, the percentage of subjects in the unwilling group in the U. S. sample who agreed that "it is good for me to live by myself" (66.7%) was higher than that in the willing group (18.2 %). In the issue of self-sacrifice vs. self-assertion, significant differences were found regarding the response to the statement that "I should not bother others by asking for help" (82.9%
in Japan and 55.6% in U. S.), and I wait for someone to offer help rather than asking"
(65.8% in Japan and 31.3% in U. S. Regardless of the capacity of the facilities, in this study a large sample was not able to be obtained in either the U. S. or Japan. Out of a bed capacity of 276 in the Japanese facilities and 346 in the U. S. facilities, the number of residents or patients meeting the selection criteria was 45 and 26, respectively. Approximately half of the Japanese elderly people in these facilities had suffered a stroke, and most were currently receiving physical therapy (PT) or occupational therapy (OT). However, many were not included in the study because they were demented. In contrast, only a small number of residents who had suffered a stroke were found in the U. S. facilities. Moreover, most of the U. S. residents were not receiving rehabilitation therapy. In the U. S., the residents or patients are not regarded as candidates for rehabilitation therapy when their functional ability ceases to improve.
Maintenance therapy is not provided due to the prospective payment system of diagnostic related groups (DRGs).
Two out of five facilities in Japan use the admission screening system, in which only those patients assessed as having rehabilitation potential are admitted. This is probably one reason that a sufficient number of older people who were unwilling to participate in rehabilitation was not obtained in this study.
In visiting seven facilities, however, the investigator did find more residents or patients who were unwilling to participate in rehabilitation therapy or perform ADL. However, these subjects were excluded from this study, due to the fact that they were demented to some extent. Thus, the investigator suggests that dementia is one of the major factors inhibiting willingness for rehabilitation.
Several significant differences in sample characteristics between Japan and the U. S.
were identified : sex, cause of inpairment, marital status, and family background. The U. S.
sample included a disproportionate number of males, due to the fact that one of the cooperating facilities in the U. S. was a VA hospital.
There was a higher proportion of stroke patients in the Japanese sample than in the U. S. sample. This reflects statistics that show that Japan has a higher incidence of strokes than the U. S. ; particularly, Japanese males have the highest mortality rate due to strokes in any industrialized countries (Health and Welfare Statistics Association, 1997). As regards marital status, there was a lower percentage of subjects who were divorced or separated in the Japanese sample than in the U.
S. sample. This result reflects the lower divorce rate in Japan compared to the U. S.
Japan's divorce rate was 1.6 per thousand in 1995, while the figure for the U. S. was 4.6 per thousand in 1993 (Health and Welfare Statistics Association, 1997). These differences in sample characteristics, medical service system, as well as admission rules of facilities between two countries make it difficult to compare the results in the Japanese sample with those in the U. S. sample.
Physical Factors
The present study indicated that the independence level of ADL and the level of endurance/stamina influenced the willingness of the Japanese disabled elderly for rehabilitation training, while endurance and pain influenced that of the American disabled elderly. Feigenson et al. (1977) found that poor functional status was reversely related to the effect of rehabilitation. They also found that the presence of heart disease or hypertension was unrelated to the outcome of rehabilitation, as the present study found that these diseases were unrelated to the willingness for rehabilitation. Since the U. S. subjects were selected from skilled nursing facilities, over 60 percent showed a low independence level in ADL.
This explains that a significant difference between the willing and unwilling groups on this variable was not found among the U. S.
sample.
Pain of which the subjects complained was due to one of many complications arising from stroke (shoulder-hand syndrome), arthritis, or irritation of the V-P shunt tube, and so forth.
The U. S. sample showed a significant difference between willingness and pain. The Japanese sample showed a nonsignificant but higher percentage of the subjects in the unwilling group experienced pain than in the willing group. Pain was suggested as one of the factors inhibiting patients willingness to perform their ability in ADL. It is assumed that the difference in cause of impairment between two cultures had an influence on the results.
Lack of endurance/energy was suggested as a factor inhibiting willingness for rehabili-tation. On the self report, 93% of the Japanese subjects and 95% of the U. S. subjects responded that they were willing to participate in rehabilitation therapy. Among them, 55.8% of the Japanese subjects and 40.0% of the American subjects responded that they were "very strongly willing." This data suggests that older people often perform ADL willingly or with vigor, but are labeled as being unwilling, due to a loss of endurance/energy. This is based on the concept that the ability to perform ADL is not the same as actu- should not be merely regarded as unwilling.
The concept of "pacing" has long been emphasized in geriatrics and gerontology (Saxon and Etten,1987 ; Strax and Ledebur,1979) .
Goal Attainment
As Erdman (1975) and Hirschberg (1976) reported, the present study found that ambulation and self-care were the major goals of rehabilitation among older Japanese people.
However, a significant difference was found only between willingness and short-term goals among the Japanese sample. The future orientation of goal attainment is assumed to be unimportant for the older adults, because most subjects took considerable time to respond.
Psychological Factors
Depression and the exhibition of regressive behavior were suggested as factors influencing the willingness for rehabilitation in both Japanese and U. S. samples. It is known that stroke causes subsequent depressive symptoms. It is expected that a treatment for post-stroke depression will soon be found through collaboration among specialists in the fields of neurosurgery, neurology, psychiatry, and rehabilitation medicine. Depression may also be caused by the medication given for pain management. Furthermore, Ebersole and Hess (1994) reported that depression is the problem of the greatest frequency and magnitude in the aged population. Patients' defeatism is frequently expressed as depression, self-blame, self-hatred, blocked motivation, and repressed activity (Brillhart and Johnson, 1997) . Thus, the disabled elderly need intervention fostering a sense of positive self-worth. Psychotherapy is recommended as a means of enhancing the willingness for rehabilitation. In addition, not a few of the unwilling subjects showed regressive behavior, which may be a defense mechanism which used to cope with their disability.
Thus, the subjects need support to facilitate their acceptance of their disability.
Cultural Aspects
The General Responsibility Toward Parent Score (GRPS) revealed no significant difference in attitude toward children between the willing and unwilling groups among the subjects from the two countries. However, there was a slightly higher percentage of subjects with a high expectation of filial responsibility in the U. S. than in Japan. Tobin (1987) (Seelbach, 1984) . No significant difference in attitude toward children between the subjects from the two countries in this study was considered to reflect these statements.
In addition, no significant difference was found between willingness and the issue related to prevention vs. spirit of challenge among the subjects from the two countries. Old people may become more preventive due to concern over falls based on past experience, rather than due to their cultural background.
Older people in both countries tend to become increasingly careful in order to avoid injury or error, although Japan has been described as a preventive society and America as "spirit of challenge" society (Imai,1990 ).
More Japanese subjects responded that they agree with the statement that "It is good for me to live with my child's family," and responded that they disagree with the statement that "It is good for me to live by myself," compared to the American subjects. It is understood that the subjects did not want to change their living arrangements if they had lived with their children prior to hospitalization. These results were considered to reflect differences in family background, rather than dependency. Regarding decision-making, more Japanese subjects responded that they disagree with the statement that "I always make my own decisions and do not consider the views of my family," compared to the American subjects. This result must also take into consideration differences in the family structure between the two countries.
Meanwhile, significant differences between the two countries were found in the responses related to the issue of self-sacrifice vs. selfassertion. In the U. S., to obtain what they want they have only to indicate their desire (Hisama,1998) . On the contrary, the Japanese tend to show reserve and patience in the same situation, as this is viewed as politeness or courtesy in Japanese culture. The Japanese expect others to understand what they want without their having to say it. This is known as ishindensin, or communion between hearts.
However, the present study showed that this issue had no influence on willingness.
Among the Japanese sample, a significantly higher percentage of subjects in the unwilling group expected help from others, compared to those in the willing group. Japan and the Japanese have been described as a culture and a people of dependence (Imai,1990; Tobin, 1987) , while independence is a strong cultural value in the U. S. The results of this study supported these views. It has been suggested that the dependence may be one of the cultural factors that influence the willingness of the Japanese disabled elderly for rehabilitation and may explain the higher prevalence of the bedridden in Japan.
In order to cultivate and maintain willingness among Japanese disabled elderly, this study recommends to use a multidimensional perspective of the cultural factors, in addition to the physical and psychological factors of each individual. The Japanese sample in this study was more functionally independent that the American sample. Most Japanese subjects understood that it is important to do 1999:65(1) whatever they can with their remaining ability. Nevertheless, it seems difficult for Japanese to put this belief into practice. Japanese elderly tend to show psychological dependency, known as "amae" leading to expect help from others all the time. Campbell (1984) pointed out that, in general, dependency seems more acceptable to both healthcare workers and residents in Japanese facilities than in American nursing homes. The Japanese tend to believe that respect for the elder- 
